To the Editor: 20 COVID-19 is anticipated to spread widely in the United States by the end of 2020.(1) 21 Widespread transmission of COVID-19 in the United States could translate into large 22 numbers of people needing medical care at the same time. This will push many health 23 systems to the point of rationing limited resources such as ICU beds and life sustaining 24 machinery, as has occurred in Italy.(2) Patients and their families at the peak of the 25 pandemic will face symptoms, emotional distress, and decision-making in the face of 26 uncertainty and limited options. No one is more prepared to handle these needs than 27 providers on palliative care consult teams. However, palliative care consult teams are 28 themselves a limited resource. In this piece, we will outline the challenges palliative 29 care consult services may face in this crisis and suggest some alternatives forward. While palliative care has recently experienced growth and increased penetration in the 33 health care,(3) the growth of the palliative care workforce has yet to meet demand.
34
There is an existing shortage of palliative care clinicians (physicians, nurses, and social 35 workers with palliative care specialization). As it stands, many palliative care 36 interdisciplinary teams regularly work at or near capacity,(4) leading many teams to 37 operate using formal triage processes(5) and consultation caps.(6) A massive increase 38 in the number of palliative care consult requests is certain to push most palliative care 39 teams to the point of exhaustion.
Palliative teams generally consist of a physician, nurse practitioner and/or physician 41 assistant, case manager, social worker, and chaplain. By design, these providers have 42 complementary roles and there is little to no overlap. Moreover, most teams are small 43 in number; the average 2017 FTE for a consult service is 2 for <150 bed hospitals and 44 5.5 for >300 bed hospitals.(7) There is little redundancy. Thus, most palliative care 45 teams cannot afford to lose a single team member to a prolonged illness like COVID-19.
46
To best protect this limited resource, is important to keep existing palliative care 47 providers free from COVID-19 if possible. Face-to-face palliative care consultation should be reserved for only those COVID-19 72 patients for whom primary palliative care is inadequate; that is, when the primary team 73 has done their best to palliate the patient and soothe the family, but efforts have failed.
74
To ensure the optimal use of palliative care consultation on non-COVID-19 patients, 75 overall palliative care consult criteria may need to temporarily become stricter.
76
Straightforward requests that would normally be entertained to foster good will in an 77 institution may need to be triaged. For example, requests for "information about Limit the number of palliative care providers exposed to patients with It is our practice to enter patients' rooms as a team and hold family conferences in 85 patients' rooms. In the context of a highly contagious illness like COVID-19, it makes 86 sense to limit the providers who have direct contact with the patient to the bare 87 minimum (ideally only one provider should enter the room Individuals with serious illness should be discouraged from coming to the hospital or 97 any clinic during this epidemic to avoid developing COVID-19. In the context of a pre-98 existing serious illness and advanced age, the disease is highly likely to be fatal.(10) 99 Palliative teams should develop a plan for managing most outpatient palliative issues by 100 phone or video chat and for encouraging enrollment in hospice earlier than would be the 101 norm.
102
Individuals with serious illness who become infected with COVID-19 should be 103 encouraged to stay at home with the support of hospice services (if available). If the 104 epidemic intensifies as predicted, older patients with pre-existing serious illness will be the first to be denied life-sustaining care in the event of scarcity. For these patients, 106 hospitalization will provide no benefits above and beyond care occurring in the home.
107
Following this logic, hospice and home health agencies will see a flood of referrals. Like 108 everyone else, they will likely place limits on face-to-face contact with patients and 109 encourage the use of telephone and telehealth instead. This means that family 110 caregivers will face greater burden, not to mention higher risk for COVID-19 if their 111 loved one were infected. Palliative care providers should give caregivers of COVID-19 112 patients anticipatory guidance about what hospice will and will not be able to do.
113
Caregivers should be educated about how to avoid acquiring COVID-19 themselves, 114 and how to best utilize their social network to limit the number of other people exposed. 
